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   Disease Detectives Important Changes to Enteric Exclusion Policy 

CHILD  CARE 

EXCLUSION 

Salmonellosis — All 

children and staff 

must be excluded 

until asympto-

matic. Children who have Salmonella in 

their stools but do not have symptoms 

may return to child care after public health 

has evaluated the hand hygiene and dia-

per changing practices in the affected 

rooms within the child care facility and 

documents the technique as appropriate. 

A release from the physician is not suffi-

cient.  

 

In case of a disease outbreak (2 or more 

cases not related by household), children 

and staff will be excluded until asympto-

matic and two negative stool cultures 

taken not less than 24 hours apart, and at 

least 48 hours after being off antibiotics 

are obtained.  A release from the physi-

cian is not sufficient.  

 

Shigellosis — All children and staff must be 

excluded from the center until two con-

secutively negative stools (taken not less 

than 24 hours apart and at least 48 hours 

after being off antibiotics) are obtained. 

The Communicable Disease Control nurse 

from the MCHD must release the child or 

worker to return to the child care center.  

A release from the physician is not suffi-

cient.  
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FOODHANDLER EXCLUSION 

Salmonellosis — All symptomatic individu-

als are excluded from food handling and 

may return to work when asymptomatic. If 

handwashing is questionable, Communi-

cable Disease Control may require exclu-

sion and additional stool testing. A re-

lease from the physician is not sufficient. 

 

Shigellosis — All workers must be ex-

cluded from food handling until two con-

secutively negative stools (taken not less 

than 24 hours apart and at least 48 hours 

after being off antibiotics) are obtained.  

The Communicable Disease  Control 

nurse from the MCHD must release the 

foodhandler to return to work.  A release 

from the physician is not sufficient. 

 

A note about reportable enterics: 

 

The Communicable Disease Control nurse 

will implement any exclusion or return to 

work/child care. Please contact the Com-

municable Disease Control offices if you 

have any questions regarding reporting or 

testing of communicable disease in Meck-

lenburg County (see page 7).  

 

For more information please visit the 

Communicable Disease Control web page 

at: www.meckhealth.org or contact Beth 

Young at 704.336.5076 or Elizabeth. 

Young@MecklenburgCountyNC.gov.  

 

 

Did you know... 

...that on October 26, 2011, a Health Advisory was sent to health care providers concerning the investigation of a cluster of E. 

coli 0157 infections and hemolytic uremic syndrome (HUS) cases that have been identified among Wake County residents 

during the past two weeks. Investigations are ongoing to determine the source (or sources) of infection.  The complete advi-

sory can be found on the Mecklenburg County Health Provider page at www.meckhealth.org.  By law, all suspected shiga toxin-

producing E. coli infections and HUS cases must be reported within 24 hours to the local health department.  All suspected 

and confirmed cases should be reported immediately.  Do not wait for laboratory confirmation. 

http://charmeck.org/mecklenburg/county/HealthDepartment/CDControl/ForProviders/Health%20Advisory%20Documents/Health%20Advisory%20-%20E.%20Coli%200157%20and%20HUS.pdf
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Listeria monocytogenes found in the 

family Listeriaceae is a rod shaped, 

gram positive bacterium distributed 

worldwide and found in vegetation, 

soil, and animal intestines. 

 

L. monocytogenes was recognized 

and given its clinical description in 

1926 by Dr. E. G. D. Murray based 

on sudden death in laboratory rab-

bits.  Dr. Murray named the respon-

sible organism Bacterium monocyto-

genes.  In 1940 Dr. Harvey Pirie 

changed the genus name to Listeria 

monocytogenes to honor Sir Joseph 

Lister, an English physician.  Dr. 

Lister is credited with being ―The 

Father of Modern Surgery‖ after be-

ginning a crusade of cleanliness in 

hospitals during the 1860’s, an era 

known for nosocomial infections in 

surgery patients as well as high mor-

tality of mothers who died of septice-

mia after giving birth.  His practices 

of antisepsis were eventually recog-

nized as the reason mortality rates 

fell dramatically and transfer of 

pathogenic organisms slowly came 

under greater control.  

As of October 11, 2011 a total of 

116 persons infected with the four 

outbreak-associated strains of Lis-

teria monocytogenes have been re-

ported to CDC from 25 states. All 

illnesses started on or after July 31, 

2011. Twenty-three deaths have 

been reported.  

 

On September 14, 2011, the FDA 

issued a press report to announce 

that Jensen Farms, a melon farm in 

Colorado, recalled its Rocky Ford– 

brand cantaloupes. 

 

Contaminated equipment and pools 

of tainted water on the floor at the 

farm are likely sources of the organ-

ism found on the rough outer skin of 

fresh cantaloupes.   Entry into the 

melon occurs when the tough skin is 

peeled away during food prepara-

tion.  Since the melon is consumed 

raw, pasteurization does not occur to 

destroy the pathogen.  

 

Animals can carry the bacterium 

without appearing ill and can con-

taminate foods of animal origin such 

as meats and dairy products. Fruits 

and vegetables can become con-

taminated from the soil or from ma-

nure used as a fertilizer.  The bacte-

rium has been found in a variety of 

raw foods, such as uncooked meats 

and vegetables as well as in proc-

essed foods that become contami-

nated after processing, 

 

Listeriosis causes febrile illness that 

may progress to meningoencephali-

tis or septicemia in adults and espe-

cially newborns.  Mothers may de-

liver stillborn infants after exposure 

to this organism even though they 

may be asymptomatic at the time of 

delivery.  Spontaneous abortions 

have occurred in late pregnancy if 

infection is acquired and from noso-

comial infections in case of onset of 

neonatal disease.  Listeria results in 

case fatality rates of 20 to 30% in all 

ages.  Humans at highest risk are 

neonates, the elderly, immunocom-

promised patients, pregnant women, 

and alcoholic or diabetic adults.  

Sudden onset meningoencephalitis 

accompanied by fever, chills, head-

ache, vomiting and signs of men-

ingeal irritation should warrant im-

mediate medical intervention.  

Shock, delirium and coma usually 

follow.  Mortality rates are higher for 

listeriosis than for other foodborne 

pathogens such as Salmonella. 

 

A positive diagnosis is confirmed 

only after isolation of L. monocyto-

genes from blood, CSF, or amniotic 

fluid.  Microscopic examination of 

CSF allows a presumptive diagnosis. 

Cultures in agar will reveal the rod 

shaped, gram positive organism. 

Incubation periods are generally 

longer than for other foodborne ill-

nesses, ranging from 7 to 30 days 

after a single exposure.  There is no 

evidence of acquired immunity even 

after long or acute infection. 

Listeriosis can be avoided by follow-

ing some general recommendations: 

Avoid raw (unpasteurized) milk or 

foods made from raw milk. 

Thoroughly cook raw food from    

animal sources, such as beef, 
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pork, or poultry. 

Wash fruit and raw vegetables be-

fore eating. 

Keep uncooked meats separate 

from vegetables and from cooked 

foods and ready-to-eat foods. 

Wash hands, knives, and cutting 

boards after handling uncooked 

foods. 

Untreated farm animal manure 

should never be used on vegeta-

ble crops. 

Farmers and veterinarians must 

use precautions when handling 

sick animals and aborted fetuses. 

 

High-risk persons, such as pregnant 

women and persons with weakened 

immune systems should take more 

precautions: 

Avoid soft cheeses.  

Ready-to-eat foods such as hot 

dogs should be cooked until 

steaming hot before eating. 

Although the risk of listeriosis as-

sociated with food from deli count-

ers is relatively low, pregnant 

women and immuno-suppressed 

people may choose to avoid these 

foods. 

 

For more information, contact Freda 

Grant at 704.336.6436 or Freda. 

G r a n t @ M e c k l e n b u r g C o u n t y 

NC.gov or Al Piercy at 704.336.6440 

or Alford.Piercy@MecklenburgCounty 

NC.gov.  
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The CDC released updated guide-

lines for the prevention and control 

of influenza on August 18, 2011.  

Included in the update were recom-

mendations regarding persons with 

egg allergy.  The following is a sum-

mary of the guidelines for persons 

with egg allergy: 

 

Persons who have experienced only 

hives following exposure to egg 

should receive influenza vaccine 

with the following additional meas-

ures: because studies published to 

date involved use of trivalent inacti-

vated influenza virus vaccine (TIV), 

use TIV rather than live attenuated 

trivalent influenza virus vaccine 

(LAIV); vaccine should be adminis-

tered by a health-care provider who 

is familiar with the potential mani-

festations of egg allergy; vaccine 

recipients should be observed for at 

least 30 minutes for signs of a reac-

tion following administration of each 

vaccine dose; and dividing and ad-

ministering vaccine by a two-step 

approach and skin testing with  vac-

cine are not necessary. 

 

Persons who report having had reac-

tions to egg involving angioedema, 

respiratory distress, lightheadedness, 

or recurrent emesis, or persons who 

required epinephrine or other emer-

gency medical intervention, particu-

larly those that occurred immediately 

or within minutes to hours after egg 

exposure are more likely to have a 

serious systemic or anaphylactic re-

action upon re-exposure to egg pro-

teins; before receipt of vaccine, such 

persons should be referred to a phy-

sician with expertise in the manage-

ment of allergic conditions for further 

risk assessment. 

 

All vaccines should be administered 

in settings in which personnel and 

equipment for rapid recognition and 

treatment of anaphylaxis are avail-

able. 

 

Some persons who report allergy to 

egg might not be egg allergic.    

Those who are able to eat lightly 

cooked eggs (e.g. scrambled eggs) 

without reaction are unlikely to be 

allergic.  Conversely, egg-allergic 

persons might tolerate egg in baked 

products (e.g. bread or cake).  Tol-

erance to egg-containing foods 

does not exclude the possibility of 

egg allergy.  Egg allergy can be con-

firmed by consistent medical his-

tory of adverse reactions to eggs 

and egg-containing foods, plus skin 

and/or blood testing for immu-

noglobulin E antibodies to egg pro-

teins. 

 

A previous severe allergic reaction 

to influenza vaccine, regardless of 

the component suspected to be 

responsible for the reaction, is a 

contraindication to the receipt of 

the influenza vaccine. 

 

For more information, go to the 

CDC’s MMWR website   or contact 

Jane Hoffman at 704.336.5490 or 

Jane.Hoffman@MecklenburgCounty

NC.gov. 

 

 

  Antiviral agent Activity against Use FDA approved for 
Not recommended 

for use in 
Adverse Events 

Oseltamivir 

(Tamiflu®) 
Influenza A and B 

Treatment 
1 yr and older none 

Adverse events: 

nausea, vomiting. 

Transient neuropsy-

chiatric events (self 

injury or delirium) 

mainly reported 

among Japanese 

adolescents and 

adults. 

Chemo-prophylaxis 
1 yr and older none 

Zanamivir 

(Relenza®) 
Influenza A and B 

Treatment 
7 yrs and older 

people with underly-

ing respiratory dis-

ease (e.g., asthma, 

COPD) 

Allergic reactions: 

oropharyngeal or 

facial edema. 

Adverse events: 

diarrhea, nausea, 

sinusitis, nasal signs 

and symptoms, 

bronchitis, cough, 

headache, dizziness, 

and ear, nose and 

throat infections. 

Chemo-prophylaxis 5 yrs and older 

people with underly-

ing respiratory dis-

ease (e.g., asthma, 

COPD) 

2011 CDC Recommended Influenza Antiviral Treatment 

Did you know… 

...the 2011-12 trivalent influenza vaccine for the United States will contain A/California/7/2009-like H1N1, A/Perth/16/2009

-like (H3N2), and B/Brisbane/60/2008-like viruses?  The formulation will be the same as 2010-2011 influenza vaccine.  

http://www.cdc.gov/mmwr/preview/mmwrhtml/mm6033a3.htm?s_cid=mm6033a3_w
mailto:Jane.Hoffman@MecklenburgCountyNC.gov
mailto:Jane.Hoffman@MecklenburgCountyNC.gov
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Traveler’s Diarrhea 

Travelers’ diarrhea (TD) is the most 

common illness related to travel.  

Symptoms vary from mild cramps and 

diarrhea to severe abdominal pain, 

fever, vomiting and bloody diarrhea.  

Bacterial pathogens are thought to 

cause 80% to 90% of travelers  diar-

rhea (enterotoxigenic Escherichia 

coli, Campylobacter jejuni, Shigella 

species, Salmonella species, other E. 

coli species, Plesiomonas species, 

and Aeromonas species).   

 

Intestinal viruses account for 5%-8% 

of the illnesses.  Protozoal pathogens 

account for approximately 10% of 

illnesses in long-term travelers 

(Giardia, Entamoeba histolytica, 

Cryptosporidium, Cyclospora, Dienta-

moeba fragilis). 

 

Destination is the most important 

determinant of risk for TD.  Low risk 

countries include the United States, 

Canada, Australia, New Zealand, Ja-

pan and countries in Northern and 

Western Europe.  Intermediate-risk 

countries include those in Eastern 

Europe, South Africa, and some of the 

Caribbean islands.  High risk areas 

include most of Asia, the Middle East, 

Africa, Mexico, and Central and South 

America.     

 

Poor hygiene practices in restaurants 

are most likely the cause of most TD. 

Foods that are freshly cooked and 

served piping hot are safer than foods 

on a buffet.   

 

Risky foods include reconstituted fruit 

juices, ice, milk, undercooked meat/

seafood, and raw fruits/vegetables.  

Beverages made with boiled water, 

carbonated beverages, beverages 

treated with iodine/chlorine and pas-

teurized drinks are generally safe to 

drink.  

 

Consumption of food and beverages 

obtained from street vendors has 

been associated with an increased 

risk of TD.  

 

The CDC does not recommend antim-

icrobial drugs to prevent TD. Travelers 

who develop three or more loose 

stools in an 8-hour period—-especially 

if associated with nausea, vomiting, 

abdominal cramps, fever, or blood in 

stools—-may benefit from antimicro-

bial therapy. Currently fluoroqui-

nolones are the drugs of choice. Com-

monly prescribed regimens are 

500mg of cirpofloxacin twice a day or 

400mg of norfloxacin twice a day for 

3 - 5  d a y s .  T r i m e t h o p r i m -

sulfamethoxazole and doxycycline are 

no longer recommended because of 

the high level of resistance to these 

agents. Bismuth subsalicylate also 

may be used as a treatment. If diar-

rhea persists despite therapy, trav-

eler’s should be evaluated by a doctor 

and treated for possible parasitic in-

fection. For additional information 

visit:        CDC Traveler’s Diarrhea web-

page. 

A. The recommended treatment for 

chlamydia. 

B. The recommended treatment for 

what ails you. 

C.  The latest hit by Scotty McCreery. 

D. Doesn’t matter.  I’m prescribing 

Motrin and Macrodantin. 

  

Congratulations!  You guessed the 

right answer.  Your prize is a patient 

appropriately treated for chlamydia.  

 

From January 1, 2011—September 

30, 2011, the Health Department 

reported 5,477 cases of chlamydia.  

The state is now requiring that treat-

ment for chlamydia and all STDs be 

entered into their electronic data 

system, NCEDSS (North Carolina 

Electronic Disease Surveillance Sys-

tem).  We want to thank the provid-

ers who patiently accepted our 

phone calls and provided us with the 

information we needed.  We espe-

cially want to thank those providers 

What is 

 “Azithromycin 1 g po in a single dose  or  Doxycycline 100 mg po Bid x 7 days”?  

who routinely and thoroughly com-

plete the Communicable Disease Re-

port Form and send it to us in a timely 

manner  (A revised Report Form can 

be found on page 6 of this newslet-

ter).  Laboratories and physicians are 

required to report communicable dis-

eases to the local health department.  

Labs do not collect ail of the informa-

tion necessary to report.  That is why 

it is extremely important for physi-

cians to report, too.  With complete 

information, we will not have to call 

your office during your very busy day 

to request this information. 

 

But back to chlamydia.  CDC recom-

mends yearly chlamydia testing for all 

sexually active women age 25 or 

younger, older women with risk fac-

tors for chlamydial infections (those 

who have a new sex partner or multi-

ple sex partners), and all pregnant 

women.  Positive cases should be 

retested in three months after treat-

ment. All sex partners should be 

evaluated, tested and treated.  Al-

though chlamydia can occur silently, 

please increase your suspicion of 

disease when a young patient pre-

sents with any genital symptoms 

such as an unusual sore, discharge 

with odor, burning during urination, or 

bleeding between menstrual cycles.  

Other symptoms can include low 

back pain, fever, abdominal pain and 

nausea.  

 

For copies of STD treatment guide-

lines or Report Forms or to report an 

STD, please call 704.432.1742.  Re-

p o r t s  m a y  b e  f a x e d  t o 

704.336.6200.  For more informa-

tion, contact Lorraine Houser at 704. 

336.6438 or Lorraine.Houser@Meck 

lenburgCountyNC.gov. 

 

P.S.  We all know the correct answer 

is ―A‖, right? 

 

http://www.cdc.gov/ncidod/dbmd/diseaseinfo/travelersdiarrhea_g.htm
http://www.cdc.gov/nczved/divisions/dfbmd/diseases/travelers_diarrhea/
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Reporting Communicable Diseases – Mecklenburg County 
To request N.C. Communicable Disease Report Forms, telephone 704.336.2817 

Mark all correspondence “CONFIDENTIAL” 

 

Tuberculosis:   

TB Clinic                   704.432.2490 

Mecklenburg County Health Department   FAX      704.432.2493 

2845 Beatties Ford Road 

Charlotte, NC  28216 

 

Sexually Transmitted Diseases, HIV, & AIDS: 

HIV/STD Surveillance          704.432.1742  

Mecklenburg County Health Department   FAX 704.336.6200 

700 N. Tryon Street, Suite 214 

             Charlotte, NC  28202 

 

All Other Reportable Communicable Diseases including Viral Hepatitis A, B & C: 

Report to any of the following nurses: 

Freda Grant, RN       704.336.6436 

Jane Hoffman, RN,        704.336.5490 

Elizabeth Quinn, RN       704.336.5398  

Belinda Worsham, RN       704.336.5498 

Penny Moore, RN       704.353.1270 

Communicable Disease Control    FAX       704.353.1202 

Mecklenburg County Health Department                        

700 N. Tryon Street, Suite 271 

Charlotte, NC  28202 

 

Animal Bite Consultation / Zoonoses / Rabies Prevention: 

Al Piercy, RS        704.336.6440 

Communicable Disease Control    FAX 704.432.6708 

Mecklenburg County Health Department 

618 N. College St. 

Charlotte, NC  28202   

or State Veterinarian, Carl Williams, DVM                             919.707.5900            

             State after hours                                                                   919.733.3419 

 

Child Care Nurse Consultant: 

           Elizabeth Young, RN       704.336.5076 

           Communicable Disease Control     FAX 704.353.1202 

           Mecklenburg County Health Department 

           700 N. Tryon Street, Suite 271 

           Charlotte, NC 28202 

       

Suspected Food borne Outbreaks / Restaurant, Lodging, Pool and Institutional Sanitation:                               

 Food & Facilities Sanitation       (Mon-Fri)       704.336.5100  

Mecklenburg County Health Department          (evenings; Sat/Sun)      704.432.1054 

700 N. Tryon Street, Suite 208                  (pager evenings; Sat/Sun)   704.580.0666                     

 Charlotte, NC  28202      FAX      704.336.5306 
 

 
Mecklenburg County Health Department 

          

           


